By JOHN D. MALCOLM, F.R.C.S.Ed. AFTER an operation involving the peritoneal cavity conditions sometimes arise in which the surgeon believes that if he can induce the bowels to act the patient will recover, but that if the bowels will not act the patient will die, and yet an autopsy in such a case may show no obvious cause of obstruction. The symptoms are usually attributed to a paralysis or paresis of the intestine, and it is commonly said that the ineffective peristaltic action is caused by a;septic infection of the peritoneum.
Septic infection may certainly cause paralysis and distension of the intestine followed by death, and symptoms resembling those of a complete -cclusion of the bowel may constitute a conspicuous feature of the case. On the other hand, a temporary diminution of the activity of peristalsis follows every exposure and manipulation of the intestine, and discomfort fromn flatulence is often experienced during convalescence from' abdominal operations. This discomfort, as a rule, passes off quickly and then no one attributes it to a septic peritonitis. But occasionally the condition develops until it presents all the signs of a complete obstruction, or an absolute paralysis of the bowel, and death follows. The evidence seems conclusive that in some of these cases the symptoms are due to an increased resistance to the passage of the intestinal contents associated with an enfeebled peristaltic action which is not due to a septic peritonitis. The condition may be described as one of acute intestinal stasis. Observations made when opium was considered a specific for the prevention of peritonitis support this view. The usual practice five-and-twenty or thirty years ago was to give 20 minims of tincture of opium by enema every six hours or oftener for a week, and to allow as little food by the mouth as possible so as to delay an action of the bowels until the eighth or ninth day after every operation upon the abdomen. As a rule gases passed the anus on the second or third day and the patient did well. But if no gases passed downwards after the operation, and if there was no other complication, the patient invariably died in the course of the fifth day, and signs of a slight diffuse peritonitis spreading from the wounded parts were always found after death. This inflammation appeared to support the view that an obscure septic peritonitis was the cause of the symptoms and of death. But sometimes in these cases when the symptoms were well developed on the third or fourth day after the operation the abdomen was opened in the hope of finding an intestinal obstruction, and in a typical case no sign of peritonitis was then discovered. Again, when the symptoms were so advanced that recovery seemed beyond hope, it occasionally happened that gases escaped from the anus without apparent cause and the adverse symptoms disappeared. This sudden improvement in desperate circumstances may also be observed under modern treatment. The facts seem to prove that the symptoms were caused by a difficulty in the downward passage of the intestinal contents, and that if this was removed by displacement of a mass of faeces, by yielding of an adhesion, or by any other means, the patient recovered. The evidence is conclusive that in these cases a diffuse peritonitis developed as the .patient was dying. The inflammation was therefore a consequence and not the cause of the mode of death.
This view is supported by the marked improvement in results which followed the substitution of rational feeding and a judicious use of purgatives for starvation and continuous opium treatment in cases of abdominal surgery. But modern methods have not altogether done away with intestinal difficulties in these cases and the following records show that occasionally a cure may be effected by making a fistula, this treatmnent being founded upon the belief that in some cases a delayed action of the lower bowel and not a septic peritonitis is the cause of intestinal distension. In five of the six cases in which recovery took place the fistula was successfully closed. Case V A multipara, aged 30, developed a large tuberculous pelvic abscess which was incised by another surgeon and ftces escaped freely. Two months later I reopened the abdomen with a view to short-circuiting the intestine, but at that time nothing was done except to examine the parts and drain a portion of the abscess, which extended through the left inguinal canal as high as the costal margin. After this operation the patient's condition was unsatisfactory from the first; gases and faeces passed into the abscess cavity from time to time, but never freely. Ten days later vomiting was frequent, the abdomen was distended, and neither sedatives nor stimulation of peristalsis I Some details of this case have already been published. " Remarks on 400 Operations involving the Peritoneal Cavity," Practitioner, 1912, lxxxviii, pp. 395-397. D-16 made any improvement. The temperature had not been above 990 F., the pulse was small and thready. The patient was steadily becoming weaker, and death from exhaustion was considered unavoidable unless some change could be effected. I therefore opened the abdomen low down on the right side and fixed a Paul's tube in the first presenting coil of small intestine. Many new peritoneal adhesions were observed, but there was no free fluid or other sign of inflammation. Much feces escaped through the tube and all immediate danger was over next morning. Three days later faeces were passing the newly made fistula and entering the pelvic abscess. The abdomen was subsequently opened eight times in this case, and each operation was followed by a profuse discharge of faces from the fistula made as above described. This continued three or four days and then the bulk of the intestinal contents again passed to the lower bowel. Two communications between the abscess and the alimentary tract were shut off by short-circuiting the small intestine and by a left colostomy, and a suppurating tube and ovary were removed, but all attempts to close the remaining fistula failed. The method adopted in Case III was not thought of at that time. Later. on tuberculosis spread to the lungs and the patient died of a general infection eighteen months after her first operation.
In this case the septic state of the patient may have favoured the formation of peritoneal adhesions, but it is clear that the adhesions and not the sepsis caused the symptoms which were relieved by the fistula formation.
Case II.-A woman, aged 46, in the course of an operation for the removal of inflamed Fallopian tubes performed by another surgeon, sustained an accidental injury to her sigmoid flexure which was repaired and nothing further was done. I was asked to see the patient on the fifth day after the operation, when very little flatus had passed from the anus; the abdomen was immensely distended and vomiting was constant. The temperature had not been above 99'20 F., the pulse was 128, small and quickening. It was agreed in consultation that immediate relief was necessary and that no great degree of manipulation could be borne by the patient. I introduced a Paul's tube into the cwcum and next morning all danger was over. After a time the bowels acted naturally, and three months later the uterus, ovaries and Fallopian tubes were removed. Much faaces escaped from the fistula for three or four days after this operation also and then it gave little trouble. It was closed by operation four and a half months after it was made and the patient's health is now, two years later, completely restored.
In this case the distension was clearly not due to a paralysis of the small intestine, nor to an occlusion of the large intestine. A delayed passage of faeces through the latter was the cause of the symptoms. Periods of delayed action are natural to the large bowel and they are prolonged after an excessive stimulation. In this case the large intestine only wanted a little time to recover from the effects of its injury and manipulation. The cause of the difficulty was not a septic peritonitis.
Case III.-After the removal of an almost universally adherent ovarian tumour which filled the pelvis much raw tissue was necessarily left exposed in the peritoneal cavity. On the fifth day after the operation little gas had passed the rectum and the symptoms were essentially the same as in the last case. An incision was made over the aecum, which was collapsed, and a Paul's tube was fixed in the first presenting coil of small intestine. Numerous recent adhesions were observed and some serous fluid escaped from the peritoneal cavity, but no drainage except of the intestine was provided. There was immediate relief from the symptoms and after a few days the bowels moved naturally from time to time. A month after the first operation, on November 5, 1912,1 the abdomen was again opened in the middle line, and without disturbing the fistula the intestine above it was divided and both ends were closed. A lateral anastomosis was then made between the upper part of the bowel near its closed end and a coil of intestine about 4 in. below the fistula. Numerous adhesions were observed. This operation was followed by a free escape of feces from the fistula which continued about four days, and then nearly all the contents of the intestine passed by the natural way. Six weeks later the fistula was excised. It was still feared that the condition which rnecessitated the fistula formation might recur, and therefore the piece of bowel leading from the anastomosi's to the artificial anus was inverted and drained by a rubber tube through the lower end of the incision in the abdominal wall. Again there was a copious flow of faces from the fistula for a few days: when it ceased the tube was removed, the parts quickly healed, and the patient's health is now completely restored.
Here again there was no paralysis of the intestine above the fistula and no occlusion of the bowel lower down. The symptoms which threatened life were not due to a septic peritonitis but to a delayed passage of the intestinal contents through the lower adherent coils of small intestine and through the colon. Case IV.-A single woman, aged 28, suffered from fever with obscure symptoms beginning with a sore tjhroat, and after six weeks -an abscess, situated behind the anterior abdominal wall at the level of the umbilicus, just outside the right rectus abdominis, was opened and drained. It contained about a drachm of pus and it was thought to be associated with a misplaced
In the Practitioner of Februariy, 1918, xc, pp. 455-460, Mr. E. Gillespie described a similar operation in a paper on " The Treatment of Gangrenous Hernia by the Combined Anastomosis and Fistula Operation." 2malcolm: Intestinal Fistulk appendix, but further investigation was not considered wise at that time. The temperature fell, the wound healed, and recovery seemed satisfactory, the patient getting about much as before. Abdominal pain without fever returned after five months. The patient was a big stout woman, and at no time was anything more definite made out than a slight fullness of the abdom-en and a general resistance to palpation in the pelvis. After two months' rest, when the distension was less and the abdomen was softer, another operation was performed. There was only one small, soft adhesion where the abscess had been and this was released. Extensive old peritoneal adhesions were found in the pelvis and there were considerable collections of serum amongst these adhesions. The fluid was loosely held and its presence was not recognised until it was set free. The ceecum was fixed in the pelvis, and behind it in a cavity partly formed by its wall, partly by the pelvic peritoneum, there was a straight stercorolith (in two pieces), 1 in. long by 1 in. in diameter. No trace of the vermiform appendix was seen. It must have sloughed into the ceecum and the abnormal cavity almost certainly communicated with the bowel through some undiscovered sinus. The part of the cwcum forming the wall of the cavity containing the stercorolith was removed with the lowest coil of small intestine, which had no healthy peritoneum on it, and the divided cTcum and ileum were united. The part of the pelvic peritoneum that had been in contact with the stercorolith was scraped and carefully cleaned, and a drainage-tube was placed in the pelvis. A considerable area of raw tissue was necessarily left exposed to coils of intestine when the abdomen was closed. On the fifth day after the operation this patient had very much the same symptoms as those observed in the last two whose records are given above. But the distension was not so great and vomiting was not an urgent symptom, although much gas was thrown up from the stomach. There was also on the fourth night a low form of delirium, which, however, passed off on the fifth morning, when little or no gas had escaped downwards. The abdomen was then opened and many adhesions were observed. A Paul's tube was fixed in a coil of small intestine and from it some gases escaped, but no real relief followed, and the patient died a few hours later. There was no post-mortem examination.
In addition to the differences already mentioned between this case and those above recorded there was the area on the pelvic wall which had been in contact with the stercorolith and which possibly was not completely sterilised. The case may therefore have been one of septic peritonitis.. On the other hand, it may be that an obstruction occurred from an adhesion high up in the small intestine, and that the fistula made was too low down. This would account for the small amount of distension and the failure of the treatment. The record shows how difficult it may be to distinguish clinically between abdominal distension due to septic peritonitis and that caused by interference with the downward passage of the intestinal contents.
Two cases may be mentioned here in which I assisted at operations involving a fistula formation for the relief of intestinal distension following a laparotomy. In one there was a septic peritonitis; in the other many adhesions were separated and temporary relief was given. Both patients died. Case V.-A cancerous groyvth of the transverse colon and a piece of the stomach wall were removed. Three days later no gases had passed the anus, the abdomen was distended, and there was severe pain at the seat of the endto-end colon anastomosis. It was feared that a persistent retention of gases or a rupture of the anastomosis might occur and a Paul's tube was inserted into the aecum. Relief was immediate and complete, and sixteen days later an ileo-sigmoidostomy was performed, after which the fistula healed and the patient had no further trouble until secondary disease developed in the liver ten months 'later.
This patient would certainly have died after the first operation if gases had been retained persistently, and the case shows how promptly relief may be obtained in some cases by inaking a fistula. The symptoms were not caused by a septic peritonitis, but a septic peritonitis would have developed and spread from the line of the anastomosis if the patient had died. Case VI.In this case a small abscess at the bottom of Douglas's pouch, measuring about 1V by 3 in., had a sloughy wall which seemed to consist of the distended thickened vermiform appendix and was so intimately adherent to the rectum that it could not be separated without tearing the bowel. The pus, which was very putrid, extended beyond the cavity of the appendix and was shut in by adherent intestine. The right Fallopian tube was also suppurating and it was removed. The base of the appendix was ligatured and cut short, but it could not be inverted because the tissues were so hard and so easily torn. A coil of small intestine was opened in separating part of the appendix from it, and this also coula not be closed because of the friability of the tissues. The patient's condition necessitated a speedy termination of the operation and therefore a big opening was made into the vagina for drainage of the pelvis, and the perforated coil of small gut was fixed in the abdominal incision with a Paul's tube secured in the tear in its wall. The patient made a slow recovery. Six weeks later the bowel was closed by sutures -and replaced in the abdomen, and the wound healed by first intention. Case VII.-In removing a fibroid uterus with its cervix and an acutely inflamed abscess of the left ovary and Fallopian tube the rectum was accidentally torn. The rent, 3 in. long, was carefully closed and the peritoneum was arranged so that any escape of fieces that might take place would pass into the vagina. The parts were so inflamed and sloughy that I fixed a Paul's tube in the caecum to diminish for a time the flow of faeces through the rectum. Gas bubbled freely from this tube within twelve hours of the operation, and although there was some escape of faeces into the vagina the parts healed firmly. Six weeks later the fistula in the cocum was closed by operation, after which there was no more escape of faeces into the vagina, and convalescence was uninterrupted.
The ceecum was preferred to the sigmoid flexure as the site of the fistula in this case, because in that position it more certainly guaranteed an absence of intestinal distension. The early escape of gases from the caecum again suggests the view which so much of the clinical evidence supports-namely, that a delayed action of the large intestine is one of the most important causes of trouble from retained faces after abdominal operations.
In conclusion, I would emphasise the point that the formation of a fistula is a method to be avoided if possible, but these records show that the inaction of the bowels which sometimes proves fatal after an abdominal section may occasionally be overcome by making a fistula when there is no hope from any other treatment. This method was employed to prevent trouble in Cases VI and VII above recorded, and in the others to relieve conditions threatening death. To prevent trouble an anastomosis that is, a fistulous opening into a lower part of the alimentary tract-is generally to be preferred to an externai fistula formation, but in the last two cases recorded a temporary inaction of the rectum offered very decided advantages to the patients, and this inactivity below the sigmoid flexure can be obtained only by making a fistula.
In considering whether this method should be employed to relieve persistent abdominal distension after an operation upon the abdomen, the surgeon should carefully review all the circumstances of the first operation. If an infection has been unavoidably introduced from some foul abscess or from some mucous membrane, and septic peritonitis has been thus set up, the making of a fistula after two or three days is not likely to be useful. The success of a fistula formation in the circumstances under consideration depends mainly upon a selection of cases in which the symptoms are not due to a septic contamination. If the surgeon is confident that his efforts to prevent peritoneal infection have been successful, and especially if he knows that raw surfaces have been exposed uncovered by peritoneum in the abdominal cavity, the possibility that distension may be caused by adhesiorit to the bowel and that the patient may be saved by making a fistula should not be forgotten. To be successful this treatment must be undertaken before the diffuse peritonitis which precedes death in these cases begins, or at least before it has spread far. But the surgeon has to decide first that the ordinary non-surgical forms of treatment are useless. If he can do this on or before the third day, if his patient is then in good condition, and if the circumstances of the first operation offer a hope of success, if, for instance, it is known that there are only one or two small areas where adhesions are likely to be found, the surgeon may then be justified in attempting to define and treat the cause of the symptoms, and he may have the very great satisfaction of releasing an adhesion and immediately curing his patient.
After the third day, if no gas has escaped from the anus, and if operative treatment is considered necessary, especially if it is known that many raw surfaces have been left uncovered by peritoneum, the surgeon should, as a rule, resist the temptation to define the conditions present, and should content himself with exposing a distended coil of small intestine as low in its course as possible, or the cocum, and opening it quickly, doing nothing more unless it be to drain the peritoneal sac also. At this time, if no gases have escaped from the anus, the patient is very nearly moribund and extensive manipulations will almost certainly prove fatal. But if relief from distension can be given by making a fistula, the patient may live, and the cases recorded above show that if this relief and prolongation of life are obtained the surgeon has a good prospect of being able to close the fistula safely after a short time, and so a complete cure may be obtained.
If gases pass the anus after the operation but not freely, surgical interference may be delayed, and the bowels may gradually recover their tone. If the patient gains strength, and the partial obstruction continues, a more extensive operation may be undertaken later, but prolonged distension with vomiting may make the patient so weak that again only the smallest interferencepossible can be borne and any surgical treatment may be dangerous. The first case above recorded shows that even as late as the tenth day the formation of a fistula may save a life which is apparently beyond hope. The patient in that case could hardly have been in worse condition for surgical interference because of the large discharging abscess and of ten days' intestinal distension and almost complete starvation, and yet the fistula formation was entirely and immediately successful in preventing imminent death. In that case a consideration of the operation which caused the mischief made the thought of undertaking any extensive manipulations impossible, and this consideration of the conditions which lead up to the intestinal distension is always of the utmost importance in deciding what to do in such cases and whether it is wise to attempt anything by surgery.
DISCUSSION.
Dr. TATE was much interested in the reports of Mr. Malcolm's cases and wished to congratulate him on the results of his surgical procedures. He had not come across any cases which, in his opinion, called for the rather serious line of treatment adopted by Mr. Malcolm. Occasionally, very great distension of the abdomen following severe abdominal operations caused great discomfort to the patients and serious anxiety for a time. In addition to relief by enemata and aperients, he had found marked benefits follow the hypodermic injection of eserine and pituitary extract. He wished to ask Mr. Malcolm whether he had made use of these valuable remedies in any of the cases which he had described before proceeding to carry out the surgical measures described in is paper.
Dr. BRIGGS said Mr. Malcolm's efforts had been more encouraging than his own, with only two cases in which the intestinal stasis was sufficiently localised for successful surgical drainage. An acute, general, firm distension, whether post-operative or not, in gyneacology, had beeome significantly less frequent; well-established cases rarely yielded to either medicine or surgery. Mr. Malcolm's results brought a welcome encouragement of a more prompt surgical attentioni to intestinal complications in gynecology.
Dr. HUBERT IROBERTS was particularly interested in Mr. Malcolm's paper, as one, if not two, of the cases referred to had either been under Dr. Roberts's charge or he had met Mr. Malcolm in consultation over them. Dr. Roberts congratulated Mr. Malcolm on his results; it was evident that in certain classes of distension following abdominal section the formation of an intestinal fistula and drainage by Paul's tube was necessary. The question was largely one for diagnosis: Was the distension merely paresis, or was it due to mechanical causes or septic peritonitis ? If mechanical, evidently the intestine should be opened above the obstruction; if due to peritonitis, in which intense abdominal pain on palpation seemed the chief diagnostic factor, opening the intestine seemed of little value. In mere paresis, although the distension might be alarming, there was very little pain on palpation, and he relied in such cases on getting the bowels opened within twentvfour hours, combined with turpentine enemata or turpentine rectal lavage. Dr. Roberts agreed with Dr. Walter-Tate as to the value of pituitary extract and eserine sulphate in this condition. Morphia made things worse, and Dr. Roberts suggested that much of the discomfort could be relieved by enemata of aspirin and bromnides. Injections of strychnia for one or two days before performing abdominal section seemed to be of value in keeping up intestinal peristalsis afterwards.
Mrs. SCHARLIEB said that a case of paralysis of the intestines after operation had come under her care. The lady was the subject of a large fibroid growing from the right side of the uterus, opening up the right broad ligament, and encroaching on the pelvic brim. She became pregnant, and the question arose whether it was possible to deliver a viable child by means of induction, or whether the pregnancy should go to full term and be ended by COasarean section. The latter alternative was adopted. Labour came on naturally and the operation of Caesarean section went well; the child, a healthy male, was extracted alive. Then the tumour was removed. The patient rallied from the operation and appeared to do well for several days. The bowels, however, did not act, although flatus passed fairly freely. After a time sickness supervened and the patient went downhill. In spite of various drugs by the mouth, enemata, and the injection of hormonal into the right median vein, no action could be procured, and finally the abdomen was opened to search for any possible cause for obstruction. None was found, and there was no peritonitis. Gentle massage of the colon, which was packed with faeces, caused peristaltic movements. However, the patient was in extremis and the operation was stopped. Subsequent careful examination showed no apparent cause for the stasis. In all probability, had this case been treated by the formation of a fw,cal fistula the patient would. have recovered.
Mr. MALCOLM said, in reply to Dr. Tate, that he had much experience of all kinds of difficulties and means for overcoming difficulties from inactivity of the bowels after abdominal operations.-The results were often satisfactory, and they had greatly improved; but, especially in the earlier days, the patients did not always get well, and in one of the cases recorded in his paper, in which the operation was performed on October 31, 1912, the patient died. He knew that such fatal experiences had been met with by other surgeons even recently. As regards the action of eserine and pituitary extract, be agreed with those who did not place a supreme faith in these drugs. His experience was, perhaps, unfortunate, but inf cases of real difficulty he had come to think of them as unreliable. At one time he followed strictly the rule of allowing no opiate to be given to any of his patients after an operation upon the abdomen under any circumstances whatever.. But this was so contrary to the almost universal practice that he thought it might be a mistake founded probably upon the evil results he had known to arise when opium was administered in full doses for many days after every operation upon the abdomnen, as was the practice of some surgeons when he joined the staff of the Samaritan Free Hospital. He had, therefore, relaxed the rigour of his rule against giving opium; and to this change he had been led more especially since he was treated by a dose of morphia after an operation upon himself. He gave opium when pain was D-16a severe, and when a patient was very restless after an operation; but he still believed that this drug should be used with caution. The case mentioned by Mrs. Scharlieb bore very directly upon the argument he had put forward.
It remninded him of a post-mortem examination he made many years ago.
A patient died with typical symptoms of the condition he bad described, and 3 or 4 in. of descending colon were narrowed, and tightly packed with hard faces. Under the opium treatment practised at that time by the surgeon who operated, these faeces formed a complete obstruction. In such a case, and more particularly in MIrs. Scharlieb's case, in which much of the colon was affected, time was necessary to relieve the condition, and sufficient time was not available. The condition could usually he avoided, but in 'Mrs. Scharlieb's case, and in any patient who had a large mass in the abdomen, it might be difficult to clear the lower bowel before the operation. As Mrs. Scharlieb suggested, she would almost certainly bave saved her patient by making a temporary caecal fistula. Cases in which benefit would result from this treatment were rare, but the cases now recorded showed that they did occur, and the speaker was much indebted to MIrs. Scharlieb for bringing forward a case which so strongly supported the views he had expressed. He was convinced that occasionally a life might be saved by the making of an intestinal fistula which would otherwise be lost from inaction of the intestine after an abdominal operation; but he was particularly anxious that it should not be thought that he advocated a frequent or hasty resort to this method of treatment.
